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HCFA-PM-914 (BPD) ATTACHMENT 3.1-B
August 1991 Page 2
OMB No. 0938

State/Territory: GEORGIA

AMOUNT, DURTATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): ALL

Inpatient hospital services other than those provided in an institution for mental diseases.

X Provided: . No limitations X With limitations*
2. a. Outpatient hospital services.
X Provided: - No limitations X With limitations*
b. Rural nealth clinic services and other ambulatory services furnished by a rural health clinic which
are otherwise covered under the plan.
X Provided: o No limitations X With limitations*
c. Federally qualified health center (FQHC) services and other ambulatory services that are covered
under the plan and furnished y an FQHC in accordance with section 4231 of the State Medical
Manual (HCFA-Pub. 45-4).
X Provided: . No limitations X With limitations*
3. Other laboratory and x-ray services.
X Provided: . No limitations X With limitations*
4. a. Nursing facility services (other than services in an institution for mental diseases) for individuals
21 years of age or older.
o Provided: . No limitations - With limitations*
b. Early and periodic screening, diagnostic and treatment services for individuals under 21 years of
age, and treatment of conditions found.*
X Provided:
c. Family planning services and supplies for individuals of childbearing age.
X Provided: . No limitations X With limitations*
* Description provided on attachment 3.1-A, limitations supplement.
TN No. 04-004 OCT 04 2004 sep 01 2004
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Supersedes

TN No: 9127
Division: HCPA-PM-86-20 (BREC) ATTACHMENT 3.1-B
SEPTEMBER 1986 Page 6

QMB No. 0938-0193

State/Territory: Georgia

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED

MEDICALLY ¢ NEEDY GROUP (8S): ALL

Intermediate care facility services.
Provided No, limitation With limitation

Intermediate care facility services (other than such services in an institution for mental
diseases) for persons determined, in accordance with section 1902 (a) (31) (A) of the

Act, to be in need of such care.
Provided __ No limitation ____ With limitation
Inpatient psychiatric facility services for individuals under 22 years of age.
Provided ___ No limitation ___ With limitation
Nurse-midwife services.
__X__ Provided — No limitation __X__ With limitation
Hospice care (in accordance with section 1905 (o) of the Act).

Provided No limitation With limitation

Description provided on attachment.
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